A 50-year-old, previously healthy woman was admitted to the hospital because of severe epigastric pain. Her vital signs were normal with a maximum blood pressure of 135/70 mmHg. Physical examination revealed decreased bowel sounds and tenderness in the epigastric area with 2+ of pretibial pitting edema. Urinalysis revealed 3+ proteinuria and hematuria. The urine protein/creatinine ratio was 7,496 mg/g creatinine. First, to avoid surgery, we performed contrast-enhanced abdominal computerized tomography (CT). The origin of the celiac trunk was encapsulated by a hemorrhagic lesion and showed focal narrowing in the vascular lumen, which was associated with arterial wall dissection in the coronal view (arrow, [Fig. 1A](#F1){ref-type="fig"}). Further laboratory examination revealed that serologic tests for C3 and C4 were 44 and 7.5 mg/dL, respectively. The anti-nuclear antibody titer was 1:1280, with a speckled pattern. Autoantibodies including anti-SSA/Ro, anti-SSB/La, anti-RNP, and anti-dsDNA were positive over 200 U/ml. Therefore, we suspected isolated celiac trunk dissection associated with lupus vasculitis. We administered high-dose methylprednisolone pulse therapy. After improvement of the abdominal pain, we performed a renal biopsy for evaluation of proteinuria. There are endocapillary proliferation, mesangial expansion with hypercellularity and diffuse glomerular basement membrane thickening (H&E stain, ×400, [Fig. 2A](#F2){ref-type="fig"}). There was positive immunofluorescence staining of IgG on the glomerular basement membrane (×400, [Fig. 2B](#F2){ref-type="fig"}). There were subepithelial and subendothelial electron-dense deposits with foot process effacement (electron micrograph, ×2,500, [Fig. 2C](#F2){ref-type="fig"}). A tubuloreticular structure (arrow) was present in the endothelial cell (electron micrograph, ×4,000, [Fig. 2D](#F2){ref-type="fig"}). We confirmed lupus nephritis, class V and class III (A/C). After renal biopsy, we added 2 g of mycofenolate mofetil and an antiplatelet agent with 100 mg of aspirin. Three months after immunosuppressive treatment, a follow-up CT scan showed a decrease in the hemorrhagic lesion around the celiac trunk and improved vascular luminal narrowing (arrowhead, [Fig. 1B](#F1){ref-type="fig"}). Urinalysis also showed 1+ protein with microscopic hematuria.

The natural history of isolated spontaneous celiac artery dissection is unclear, however, most recently reports have shown that it is benign in nature and primarily treated by conservative measures, such as the control of blood pressure and vascular thrombosis prevention.[@B1] In cases of bleeding, bowel ischemia, or aneurysm formation, endovascular or open surgical interventions are needed.[@B2] Vascular involvement is frequently observed in SLE patients, presenting as an acute or subacute manifestation.[@B3] Usually, vascular diseases in SLE involve medium- and small-sized vessels are known as lupus vasculitis with inflammatory and vascular wall necrosis and a thrombus formation in the lumen of the affected artery.[@B4] Cutaneous vasculitis is the common form of lupus vasculitis; however, visceral involvement is reported in about 10% of cases, which can be life-threatening and require aggressive treatment.[@B5] In this case a timely diagnostic and treatment measurements prevented further progression of bowel ischemia.

In conclusion, isolated spontaneous celiac artery dissection is a rare clinical condition but should be kept in mind as a differential diagnosis of abdominal pain in normotensive women who suspected autoimmue vasulitis.
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![Contrast enhaced abdominal computed tomography (CT) of Celiac trunk. (A) Origin of Celiac trunk is encapsulated by hemorrhagic lesion and shows focal narrowing in vascular lumen. This lesion is associated with dissection of arterial wall in coronal scan view (arrow). (B) Follow-up CT scan shows much improved encapsulated hemorrhagic lesion and focal narrowing of vascular lumen after 3 months of diagnosis (arrowhead).](cmj-55-170-g001){#F1}

![Renal biopsy of the patient. (A) Representative glomerulus showing endocapillary proliferation, mesangial expansion with hypercellularity and diffuse glomerular basement thickening (H&E stain, ×400). (B) Immunofluorescence staining of IgG showing positive deposition in the glomerular basement membrane (IgG immunofluorescence stain, ×400). (C) There are subepithelial and subendothelial electron-dense deposits with foot process effacement (electronmicrograph, ×2,500). (D) Tubuloreticular structure (arrow) is present in the endothelial cell (electronmicrograph, ×4,000).](cmj-55-170-g002){#F2}
